Objective: To identify factors that hinder or facilitate the palliative care consultation team's (PCCT) successful collaboration with other providers from the perspectives of both PCCT and nonpalliative specialists. Methods: Qualitative study, including semistructured interviews with PCCT and nonpalliative care providers from various specialties at 4 Midwestern hospitals. Interviews were audio-recorded and transcribed into written text documents for thematic analysis. Palliative care consultation team (n ¼ 19) and nonpalliative care providers (n ¼ 29) were interviewed at their respective hospital sites or via telephone. Palliative care consultation team providers included physicians, nurse practitioners, registered nurses, social workers, and one chaplain. Specialists included critical care physicians, surgeons, hospitalists, nephrologists, oncologists, and cardiologists. Results: Six themes emerged reflecting barriers to and facilitators of successful collaboration between the PCCT and other providers. Primary barriers included attitudes about palliative care, lack of knowledge about the role of the PCCT, and patient and family resistance. Facilitators included marketing of the palliative care service and education about the expertise of the PCCT. Conclusion: In order to engage in more effective collaboration with other specialty providers, the PCCT may consider strategies including structured educational interventions, increased visibility in the hospital, and active marketing of the utility of palliative care across disciplines.
Introduction
Inpatient palliative care consultation teams (PCCTs) enhance patient and family satisfaction and decrease health-care spending. [1] [2] [3] [4] However, successful PCCTs require effective collaboration with other inpatient providers. Various factors, including open communication, knowledge of and respect for interprofessional competencies, and shared responsibility for success, may influence the quality of collaboration with PCCTs. 5 Previous research has identified barriers that affect providers' openness to professional collaboration by examining their willingness to seek out consultations from the PCCT. For example, patients with cancer cite lack of physician referral as a barrier, 6 and physicians' attitudes toward and knowledge about palliative care may influence their willingness to collaborate with PCCT providers. [7] [8] [9] [10] As a result, the extent to which specialty providers understand the expertise of the inpatient PCCT may affect their desire to seek out a consultation. 11, 12 Previous work has also provided direct evidence about what specialists believe affects consultation interactions with the PCCT. 9, 13 For example, specialist providers report that their level of trust in the care provided by the PCCT, the PCCT's level of expertise, and the degree to which care is integrated all influence their collaboration with the PCCT. 13 Additionally, provider beliefs about the roles of different health-care professionals in the consultation process may affect expectations about how the process should unfold. 14 A recent set of important studies by Firn and colleagues identified and qualitatively synthesized 13 barriers to collaboration between palliative care and other providers, highlighting specialists' perspectives on factors that diminish the quality of the consultation process. To our knowledge, however, no studies have examined PCCT and specialist provider perspectives within the same hospital settings concurrently or considered the extent to which professional interactions influence specific aspects of the consultation process (eg, requesting a consultation, working together on patient care, and implementing recommendations). Furthermore, much of the previous qualitative work in this area is limited to small, homogeneous samples and is thus limited in its generalizability. Additional, contemporary research in this area could help PCCT providers optimize professional interactions across the consultation process.
Consequently, the goals of the current study were to (1) investigate PCCT providers' and nonpalliative specialist providers' perceptions of the palliative care consultation process, including barriers to the maximal utilization of the PCCT, and (2) describe the nature of professional interactions between the PCCT and specialists in order to gain better insight into factors that may influence successful team collaboration.
Method

Participants and Procedure
Approval to conduct this study was granted by the Washington University's institutional review board in June 2017. Participants were provided with a study information sheet prior to the start of the interview.
We interviewed PCCT and non-PCCT providers at four Midwestern hospitals between July 2017 and July 2018 (Tables 1 and  2 ). Of 22 PCCT providers contacted, 19 (86.3%) agreed to participate (Table 2) . Each PCCT team developed a list of non-PCCT providers to contact, including providers who either (1) regularly consulted the PCCT, (2) occasionally consulted the PCCT, or (3) did not regularly consult the PCCT, but could, based on their typical patients. Specialty providers were contacted by e-mail to solicit participation: Of 117 providers contacted, 29 (24.8%) agreed to participate ( Table 2 ). The majority of non-PCCT providers who agreed to participate were those who the PCCT had described as "regular" or "moderate" consultation requestors.
Interviews were conducted individually, in a private space in each hospital, or via telephone when an in-person interview could not be arranged (n ¼ 3). A graduate student (M.M.) conducted 43 interviews, and a medical fellow trained in the interview procedure conducted 5 interviews. All providers responded to a brief, anonymous demographic survey before the interview. Semistructured interview questions were developed based on a review of research in this area, along with observations during a previous quantitative study. 15, 16 Questions were designed to elicit information about team interactions, the qualities of "successful" and "unsuccessful" palliative care consults, reasons providers might consult the PCCT, responsibilities performed by a PCCT, and types of recommendations requested from and made by the PCCT. Questions contained slightly different content based on the interviewee's role (PCCT or non-PCCT provider). On average, interviews lasted 24:25 minutes (standard deviation ¼ 9:03, range ¼ 8:41-53:59). (total)  7  3  9  3  Chaplains  1  0  0  1  Nurses  0  3  0  0  Nurse practitioners  2  0  5  0  Physicians  2  0  3  1  Social workers  2  0  1  1  Year team initiated  2005  2003  2004  2012 Abbreviation: PCCT, palliative care consultation team. Interviews were audio-recorded and transcribed into text documents. We followed an iterative coding procedure for a thematic analysis of the interview data, 17 which allowed us to specify themes in advance based on previous literature and to identify themes inductively as they emerged during coding. 18 Following standards for conducting and reporting qualitative research, 19 we operationally defined deductive codes, then both coders (M.M. and B.D.C.) independently read the first 5 interviews, applying codes and also coding inductively to address emergent concepts. The coders met to discuss and compare the utility of predefined codes and the emergence of new codes. We collapsed codes and redefined others to address discrepancies, then we independently reviewed the first 5 interviews again to resolve discrepancies and apply the updated coding scheme. We applied the same iterative coding procedure until we had both coded 12 interviews with PCCT providers, at which point we had resolved all coding discrepancies. Based on the coding consistency we had achieved, M.M. independently coded the 7 remaining PCCT interviews. The same coding procedure was used for interviews with non-PCCT providers. Interview responses from non-PCCT providers fit into the preexisting codes created for the PCCT interviews, so the 2 coders only read 5 non-PCCT interviews together to substantiate agreement. M.M. coded the remaining 24 interviews independently, and B.D.C. was consulted when questions surfaced. We utilized QSR International's NVivo 10 Software to support data analysis.
Results
Across 6 themes (see Table 3 ), provider responses indicated factors that inhibit the consultation process, as well as mechanisms by which these barriers could be reduced. These themes reflect the perspectives of palliative and nonpalliative providers about the collaborative consultation process (Table 4 ).
Theme 1: Interactions Between Providers
Potential barriers. Participants reported interactions between PCCT and non-PCCT providers that were inconsistent and " . . . building relationships with not only the physician providers but the NPs out there, the nurses, like the nurses in the ICUs, the nurses on the TCU, the ground level people, if you will. I think just developing those relationships and reminding them because they can advocate for a consult sometimes, I think that makes a big difference." (PCCT social worker) "I think the biggest thing for palliative care is making a relationship with that patient or that family, because for some there is a trust issue, so if they don't trust you, they will not listen to you. Same with the doctors, but if they don't trust you and you don't have a relationship with them, they're not going to listen to you at all." (Internist) Education and training about palliative care "I think some of it is misconceptions. Palliative care is a relatively new specialty, really, in the last 15-20 years it's kind of really taken off, so there's a lot of providers who were not trained in a time that it existed, and I do think that there is a generational impact, providers who only see it as hospice and end of life and who have not been able to make the shift to recognize that we offer more than that." (PCCT social worker) "People don't consult me because they think we are a rebranding of hospice. I think that people don't always understand the scope of what we do, that we can help with advance care planning, goals of care discussion, symptom management, I think they don't quite understand, I think they just see us as the pre-hospice crew or the death squad. 'Well, I'm not going to call you because my person's not dying yet, I don't need palliative care because they're still warm, and therefore they don't need you.'" So they don't understand, so I think there's some lack of education. superficial, limiting opportunities for deeper collaboration. Despite having some formal interactions, like interdisciplinary meetings, hospital lectures, and grand rounds, these interactions were described as irregular and not conducive to direct conversations among providers. In contrast, the majority of the interactions between PCCT and non-PCCT providers were described as more informal, brief, and patient focused. Providers stated that they rarely have conversations about personal topics or engage in personal activities together.
Strategies to facilitate. Both PCCT and non-PCCT providers discussed the key role of visibility of the PCCT team, in both facilitating new consultations and maintaining positive relationships between providers. One provider described her colleague's strategy of "chart [ing] in the area where she was more visible" to reinforce the PCCT's presence (Table 4) . Providers also discussed unintentional visibility (eg, passing each other in the hallway) as unplanned, but equally important.
Theme 2: Patient and Family Perceptions About Palliative Care
Potential barriers. Providers described patient and family confusion about palliative care as an impediment to successful collaboration, both in terms of requesting an initial consultation and during collaboration. A family's active resistance to the PCCT's involvement in care could prevent providers from seeking out a consultation altogether or affect involvement of the PCCT after a consultation is requested.
Strategies to facilitate. Providers discussed ways to increase education about palliative care among patients and families, as well as in the community. For example, some providers suggested that positive outpatient experiences might soften a patient's interest in palliative care down the line.
Theme 3: Provider Attitudes Toward Palliative Care
Potential barriers. Both palliative and nonpalliative staff described or endorsed several negative attitudes and beliefs about palliative care among non-PCCT providers. Some of these attitudes were rooted in misinformation and lack of knowledge about the true scope of palliative care, yet others reflected differences in philosophy about medicine and practice. Similarly, several participants pointed out that palliative care can be perceived as a last resort and that providers do not want to believe themselves or suggest to their patients that the chosen course for future care reflects futility. Other providers alluded to It's not so much that the PCCT recommendations are not going to be followed, it's that in the effort to maximize our goals, like limit pain, we have to also manage the side effects, so I can think of a few instances that as we got really on top of somebody's pain, we also made them really constipated . . . so we had to go back and forth." (Critical care physician) "Well, a lot of times they're really afraid to give anything that . . . sometimes the pain medicine is hard because they don't want . . . they're really watching their patients and they don't want you to make them any sleepier, so it depends on what their goals are." (PCCT nurse practitioner)
"If I make a symptom recommendation that involves drugs, I write out very explicitly what I would want them to implement: the drug, the route, the dose, the timing, the schedule as needed. deeply rooted beliefs in self-sufficiency among non-PCCT providers that might prevent them from seeking palliative care consults.
Strategies to facilitate. Providers discussed the importance of marketing the utility of the PCCT. Although participants reported that their respective PCCTs had presented at events within each hospital, they also stated that even more of these events could underscore the utility of palliative care. Palliative care consultation teams providers also described the value of demonstrating their relevance across specialties: They tend to receive consults from providers who understand how palliative care can support their patients' needs. They stated that cultivating positive views about the service and its utility for different specialties via exposure could facilitate the consultation process. Lastly, providers discussed the utility of the longstanding, trusted relationships that they had developed with certain providers over time and the direct effect of these relationships on their collaboration.
Theme 4: Education and Training About Palliative Care
Potential barriers. Providers described systemic deficits in education about palliative care, as well as the pervasive confusion between palliative care and hospice. Participant responses implied that the general misunderstanding of palliative care as synonymous with hospice care stems from a broader misrepresentation of palliative care in the education and training of medical providers. Furthermore, providers underscored that this misunderstanding is still widespread, despite attempts to improve education about key differences between the two.
Strategies to facilitate. Similar to the mechanisms suggested to address negative provider beliefs about the PCCT, providers pointed to education about palliative care and its utility for different specialties as the best way to correct misconceptions about the role of the PCCT and misinformation about differences between palliative and hospice care.
Theme 5: The Role of the PCCT Potential barriers. Both PCCT and non-PCCT providers' descriptions of the roles and responsibilities of the PCCT highlighted discrepancies in perspective that may not only obstruct providers from seeking the input of the PCCT but could also reduce meaningful collaboration once the consultation process is underway. For example, almost all PCCT and non-PCCT providers agreed that facilitating communication is a key role of the inpatient PCCT. However, there was a divergence in responses between providers in terms of what communication with families should entail, as well as ambiguity about requesting providers' true reasons for consulting and the PCCT's perceived reality about the services they can and should provide. Furthermore, providers generally agreed that pain and symptom management are key roles of the PCCT. However, some non-PCCT providers added caveats to the utility of the PCCT's expertise in these domains, such as their ability to manage strong pain medications in the outpatient setting after discharge.
Strategies to facilitate. In addition to providing more education surrounding the goals of palliative care, providers also described strategies to market the intended roles of the PCCT. Other non-PCCT providers described explicit tactics that could be used to correct misperceptions about the PCCT's scope of practice.
Theme 6: PCCT Recommendation Implementation
Potential barriers. Non-PCCT providers stated that they generally follow PCCT recommendations, but responses were mixed regarding pain and symptom recommendations. For example, participants occasionally described reluctance to implement certain pain medication recommendations (eg, opioids) when other providers do not feel informed or comfortable about using it.
Strategies to facilitate. Palliative care consultation team providers described situations when their recommendations were typically followed, including when they are for a certain team (ie, "Gynecology always takes our recommendations."), they address a particular symptom (ie, "I think probably mine related to constipation."), or they apply to a specific location (ie, "Out on the floor . . . upwards of 85%-90% of the time [they] listen to my recommendations . . . less in the ICU.").
However, PCCT providers also described specific strategies to convey their recommendations when they are writing notes in a patient's chart, like writing out the explicit drug, route, dose, and timing, or "giving rationale for why I'm recommending what I am." (PCCT nurse practitioner) Palliative care consultation team providers also discussed follow-up strategies to maximize the likelihood of implementation, such as following up "with a phone call, or face to face." (PCCT physician)
Discussion
Insights from the current study suggest that inpatient PCCTs still face challenges in their work with other providers but that there may be methods to enhance the collaborative consultation process, especially through targeted educational and training interventions to increase knowledge about the utility of palliative care. Our study extends previous work that addresses similar issues 9, 13 by evaluating barriers to interprofessional collaboration between PCCTs and other hospital providers from the perspectives of both groups simultaneously and illuminating areas where these perspectives converge and diverge. collaboration with other providers altogether, and others interfere with collaboration once the consultation process is underway. The most intransigent challenge to getting palliative care consultations is misunderstanding about the role of the PCCT. For example, many non-PCCT providers in this study associated palliative care with hospice care and described it as a "last resort." These provider beliefs exist across specialty practices and seem to reinforce the perception of palliative care as solely end-of-life care, a misunderstanding palliative care has been battling since its inception. 20 However, providers described methods to combat the barriers posed by lack of education and provider misconceptions, including providing formal workshops, seminars, and educational opportunities. The need for greater education about palliative care among medical students and medical professionals has also been underscored in previous literature, 21 yet few studies supply a framework for targeted educational interventions about palliative care as a specialty practice or evaluate such interventions rigorously, despite the fact that those tested have produced promising results. 22, 23 Increased opportunities for structured education, especially for currently practicing providers, may highlight the utility of the PCCT as a complementary care partner.
Participants in this study also described a sense of selfsufficiency among non-PCCT providers, who felt they already provided something equivalent to palliative care independently. This assumption by non-PCCT providers is important to understand and evaluate. It may be the case that some non-PCCT providers are quite skilled, but it is unclear whether that is true, in which case the specialized competencies of the PCCT may go underutilized. 24, 25 There is a consensus that training is required in order to prepare nonpalliative care specialists, 26 and training in primary palliative care will be essential, given the limited availability of palliative care specialists. 27 Education about basic palliative care approaches may help non-PCCT providers recognize complex care situations when a referral to palliative care would be beneficial and simultaneously empower them to deliver high-quality, palliative informed care for less complex cases. 28 Participants in this study described other strategies that could facilitate the receipt of new consultations and the consultation process, including strategic visibility, which has also been identified by providers in previous research. 13 Palliative care providers might consider using this technique more intentionally in order to maximize contact with other providers and maintain a presence throughout the hospital.
Participants also suggested that collaboration is enhanced when providers have a clear understanding of the utility of palliative care. Beyond targeted educational interventions, providers cited the value of "marketing and promoting," via case presentations and in-services, so that colleagues better understand how the PCCT could complement their specialty practice. However, it is likely that the content highlighted by the palliative care team during educational and marketing events may directly affect providers' perceptions of the PCCT, so it is essential for PCCT providers to strategize how best to portray their service to other providers. For example, PCCTs may choose to highlight different aspects of their service based on the discipline of the audience, the previous professional and educational experiences of their colleagues, and the PCCT's understanding of what usual services they can offer to that provider's clientele.
Lastly, providers suggested that longstanding, trusted relationships among providers facilitate collaboration. Some relationships are the result of working together for long periods of time and are therefore not amenable to brief interventions, but there may be ways to enhance working relationships that would require minimal investment by PCCTs. For instance, research in other contexts has demonstrated the value of nurturing familiarity and friendships in work contexts. 29, 30 Although limited research evidence exists about the role of personal relationships among health-care providers, 31 findings from this study support the idea that facilitating more meaningful, personal connections between PCCT and non-PCCT providers may enhance collaboration by promoting trust and shared values.
Limitations and Future Directions
This study provides insights into the workings of several diverse PCCTs and the providers who interact with them, although the study was limited in several ways. First, because the disciplines of our non-PCCT providers were heterogeneous, patterns in perceptions of the PCCT by type of provider could have been obscured. Additionally, it is possible that providers who chose not to participate in the study could have different insights not represented in the current data.
Future research might explore the value of educational interventions aimed at resolving discrepancies in the perceived function of the PCCT. These interventions could include structured educational opportunities organized by members of the PCCT (eg, presentations for individual practices and subspecialties), as well as informal social opportunities to encourage the exchange of personal and professional information between PCCT and non-PCCT providers and promote the development of trusted provider relationships. More evidence would be needed to evaluate the effectiveness of these interventions and their impact on collaborative palliative care consultations.
Conclusion
This study highlights barriers to collaboration between PCCT and non-PCCT providers, including lack of knowledge about the specialty, varying perceptions about the PCCT's role, and a general belief among providers that PCCT expertise, while clearly present, is not always necessary. However, providers also pointed to strategies that facilitate collaboration, including educational and marketing interventions, that might remedy some of the most daunting factors inhibiting effective collaboration. Meaningful interprofessional teamwork and collaboration is essential, relying on the contributions of all providers involved.
